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ABSTRACT
CORE CONTENT ITEMS AND CONSTRUCTS TO INFORM STUDENT NURSE
HANDOFF COMMUNICATION
MAY 2020
KELLEY A. McAFEE, B.S.N., STATE UNIVERSITY OF NEW YORK OF
PLATTSBURGH
M.S.N, STATE UNIVERSITY OF NEW YORK INSTITUTE OF TECHNOLOGY AT
UTICA
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Genevieve Chandler

This study describes nurse educators’ perceptions of content items for a high-risk,
high frequency process essential for entry as a nurse generalist into clinical practice. The
process of interest is student nurse handoff communication.
Research Questions:
1. What do nurse educators identify as core content for successful student nurse
handoff communication?
2. Do nurse educators identify with one handoff communication tool for student
use?
3. Are student nurses expected to engage in nurse handoff communication during
simulation experiences and/or clinical experiences?
4. What educator characteristics are associated with his/her perceptions of the
core content?
vii

This was a descriptive study involving the administration of an online survey to
nurse educators from across the United States of America. Ninety six core content items
for handoff communication were selected, representing content items applicable to a
broad range of clinical patient situations. Educators were asked to rank each item using a
five-word response system.
Considerable agreement was identified by nurse educators on the core content
items for student handoff communication. Educators perceived items relating to general
patient characteristics, such as patient information and physical condition, to be integral
to handoff communication. This research demonstrated the highest ranked items
concentrated on a change in patient condition, treatment to mitigate the change and
patient response to treatment.
This study revealed student nurse handoff communication process has a medical
focus. This was illustrated in the high regard for a medical diagnosis over a nursing
diagnosis and the use of SBAR for student learning.
This study describes clustering the core content into eight constructs. The
constructs contribute to student understanding by linking lecture material to the clinical
practice of handoff communication. The constructs frame the communication process to
support student nurse behaviors necessary for the exchange.
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CHAPTER 1
INTRODUCTION TO THE PROBLEM
Handoff communication (HOC) is a high-stakes, high frequency nursing
responsibility in which nurses exchange patient information. Handoff communication
occurs throughout a patient’s hospitalization from nurse to nurse at shift change, during
transitions in patient care from unit to unit or between facilities. During a patient’s 5-day
hospitalization, handoff communication will occur between 15 and 24 times (Riesenberg,
Leitzsch, & Little, 2009). The Agency for Healthcare Research and Quality (2006)
defines handoff as the ‘‘transfer of information (along with authority and responsibility)
during transitions in care across the continuum; to include an opportunity to ask
questions, clarify and confirm’’ (p. 31). Inadequate handoff communication creates gaps
in patient information leading to potential omission and error during the exchange that
can compromise patient care (Dowding et al., 2012). Seventy percent of all sentinel
events leading to patient morbidity and mortality are associated with ineffective
communication (Cohen & Hilligoss, 2009; De Meester, Van Bogaert, Clarke, & Bossaert,
2013; Riesenberg et al., 2009).
Friesen, White and Byers (2008) revealed that nurses lack handoff
communication knowledge and process. Handoff communication is often viewed as a
ritual with associated behaviors passed from nurse to nurse (Abraham et al., 2016;
Matney, Maddox, & Staggers, 2014; Poletick & Holly, 2010). Nursing rituals identified
with HOC are described as informal, unstructured exchanges of patient information based
on the medical model of care (Klim, Kelly, Kerr, Wood, & Mccann, 2013; Staggers &
Blaz, 2013). Nurses frequently prefer not to modify the form of HOC currently in use
1

(Kerr, Lu, & McKinlay, 2013). These types of communication behaviors are fraught with
error and can lead to misleading information or omitted data. This results in minimal or
fragmented representation of the patient’s clinical situation creating opportunities for
mishaps that can negatively impact patient outcomes (Sutcliffe, Lewton, & Rosenthal,
2004). To achieve safe patient centered care, clear accurate communication is essential
(Clarke, 2003).
The skill of obtaining situated pertinent patient information during handoff
communication should not be left to chance. Nurse behavior is influenced by education,
training and competencies (Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2002).
The underlying assumption has been that nurses have acquired the requisite knowledge
and skills to competently perform HOC. Handoff communication is an integral
communication process necessary for clinical practice; however, nursing education has
not explored evidence-based strategies to standardize and teach handoff communication
(Kesten, 2011; Staggers & Blaz, 2013).
Problem
Nurse to nurse HOC is a high-risk, high-frequency skill. Communication is a
competency for workforce effectiveness. No standard method to educate student nurses in
this skill exists. Education ought to properly prepare students for nurse-specific
competencies, such as HOC, to facilitate the transition into practice.
Often, HOC education is designed to meet the need of the designated clinical
facility or unit used by the nursing program. This approach is a limitation. Students are
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exposed to culturally contextual methods for HOC instead of being prepared with a
generalist foundation.
A checklist supports a rule-based learner, assists as a cognitive aid to ensure
quality in the process. Deliberate practice using a checklist promotes long term memory
of the process. Designing an educational HOC checklist promotes nurse-specific
competency for entry into practice.
Purpose
The aim of this research was to illuminate the essential handoff communication
core content items. An established content for HOC allows for the design of a
standardized educational HOC checklist to prepare pre-licensure student nurses for safe
and effective entry into nursing practice.
Assumptions underpinning this study include:
1. Handoff communication is an essential nursing responsibility for the entry into
practice.
2. Nurse educators are content experts, with the skill, comprehensive knowledge
and agency to educate students in nursing.
3. A core content for handoff communication is foundational in the preparation of
student nurses.
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Research Questions
The research questions for this study are:
1. What do nurse educators identify as core content for successful student nurse
handoff communication?
2. Do nurse educators identify with one handoff communication tool for student
use?
3. Are student nurses expected to engage in nurse handoff communication during
simulation experiences and/or clinical experiences?
4. What educator characteristics are associated with his/her perceptions of the
core content?
a. Age of the educator.
b. Experience as an educator.
c. Region the educator is registered.
d. Educational level of the educator.
e. Program the educator is most associated with.

Background
Data or discrete facts have little meaning in isolation. Nurses are knowledge
workers through the acquisition of critical patient data and clinical patient information
(Matney, Maddox, & Staggers, 2014). Abraham and colleagues (2014) describe the
transfer of data through a “noisy communication channel” as information processing
(Abraham, Kannampallil, & Patel, 2014). Information, data points and facts have to be
parsed by the sender to determine clinical relevance. The patient’s clinical status is
contextualized through effective handoff communication.
4

The nurse gathers patient information from cues, pattern recognition or trends in
the patient clinical status (Anderson, Malone, Shanahan, & Manning, 2015). Handoff
communication serves to inform a nurse of vital patient data, knowledge about their
current condition, responses to treatments or medications and prioritization of care.
Cognitive processing of vital patient information by the nurse creates a mental model of
the patient (Levett-Jones et al., 2010; Matney et al., 2014). Information exchanged serves
as a baseline that is validated through visual cues and systematic assessment completed
while engage with the patient.
Nursing practice has embraced mnemonics, notably SBAR, as a method for HOC
(Riesenberg et al., 2009). Although mnemonics provide a framework for communication,
they often lack the discrete details, data and pertinent information for each component.
Checklists have been used to standardize clinical practice behaviors in healthcare
(Koetser et al., 2013; Malouf-Todaro, Barker, Jupiter, Tipton, & Peace, 2013; Thomas et
al., 2016; Tseng, Spradbrow, Cao, Callum, & Lin, 2016). A checklist delineates the
elements necessary for best practice and serves as a cognitive aid. Surgical checklists
have had a notable impact before, during and after a surgical intervention (Haynes, 2009
& Haynes et al., 2011). Standardizing surgical checklists promotes accurate and effective
communication among healthcare providers. Checklists minimize the reliance on
individual memorization and inconsistencies in performance behaviors among clinicians
(Sibbald, De Bruin, & van Merrienboer, 2014; Sibbald, de Bruin, Yu, & van
Merrienboer, 2015). Standardized communication tools have shown to improve
adherence to procedures and enhance communication to promote a culture of safety to
positively influence patient outcomes (Gawande, 2012).

5

As graduates enter into practice, they are novice nurses with limited clinical
agency (Benner, 2004). Novice nurses rely on guidelines, rules and regulations to
develop and formulate effective clinical practice behaviors (Dowding et al., 2012).
Novice nurses are vulnerable to error and near miss events in clinical practice (Ebright,
Urden, Patterson, & Chalko, 2004; Staggers & Blaz, 2013; Taylor, 2002). Competent
nursing communication is a necessary skill for entry level practice (Utley-Smith, 2004).
Summary
Effective nurse to nurse handoff communication promotes safe patient outcomes
and team functioning. The process of handoff communication varies among healthcare
facilities and units. Student nurses experience limited education and practice in HOC.
There is a noticeable void for evidence-based educational methodologies for HOC. The
purpose of this study is to establish core content for student nurse HOC to educate
student nurses for entry into practice.

6

CHAPTER 2
THERORETICAL FRAMEWORK
Nurse Effectiveness Role Model
The Nursing Role Effectiveness Model (NREM) was used to examine the nurse,
patient, structure and outcome as it relates to nurse HOC. The NREM is based on
Donbedian’s model suggesting structure and process influence outcome (Mitchell,
Ferketich & Jennings, 1998). Donbedian describes a linear relationship of structure,
process and outcome. NREM appropriately contextualizes the complexity of clinical
practice (Irvine, Sidani, & Hall, 1998). The NREM conceptualizes characteristics of the
nurse and the patient situated in a clinical environment to recognize the interaction of
structure and process as they contribute to patient outcomes (Irvine et al, 1998). The
nurse role effectiveness model is represented in Figure 1.
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Structure
Nurse:
Knowledge
Skill

Process
Nurse Independent Role
Assessment, Diagnosis,
Intervention, Follow-up Care

Experience

Patient:

Nurse Interdependent Role

Age

Communication, Case Management,
Coordination of Care,
Continuity/Monitoring & Reporting

Diagnosis

Outcome
Clinical/Symptom
Control
Freedom from
Complications
Functional
Status/Self-Care
Knowledge of
Disease

Health status

Treatment
Satisfaction

Organizational:
Staff mix

Nurse Dependent Role

Adverse Events

Execution of medical orders
Physician-initiated treatments

Team Functioning

Workload
Assignment pattern

Figure 1: The Nursing Role Effectiveness Model (Irvine, Sidani, & Hall, 1998)

The nurse role effectiveness model has framed the purpose and research questions
for this project. The structural characteristics of the student nurse role directly relate to
the student’s ability to identify essential patient characteristics for effective handoff
communication with the intent to prevention adverse patient outcomes and promote team
functioning. Structural characteristics of the student nurse include skill, training,
experience, and education of handoff communication. Structural characteristics of the
patient for handoff communication include the patient clinical condition and vital patient
data. The structural characteristics associated with the organization are the handoff
communication tool, the location for the process and type of handoff communication
used in the clinical setting. Researching handoff communication through the lens of nurse
role effectiveness model considers characteristics of structural components on the
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handoff communication to initiate an effective process, which in turn prevents adverse
outcomes and promote team functioning. (Figure 2).

Structure

Process

Outcome

Student
Characteristics
Adverse
Patient

Handoff

Characteristic
s

Communication

Events
Prevention
Team
Functioning

Educational
Characteristics

Figure 2: Nurse Role Effectiveness Model Applied to Student Nurse Handoff Communication

Summary
The nurse role effectiveness model establishes a framework to view the interplay
between the student nurse, patient and organization to generate an effective handoff
communication process. Prevention of adverse events and team functioning are
dependent on the process of effective HOC. This study will seek to determine the
structural characteristics of the student nurse as the first step in conducting an effective
handoff process.
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CHAPTER 3
REVIEW OF THE LITERATURE
A literature review was conducted to summarize current research to provide a
comprehensive understanding of the phenomena. Database search of EBSCOhost,
CINAHL, Ovid and Academic Search Complete was performed for literature associated
with nurse to nurse handoff communication. The following search terms were used:
nurse, student nurse, handover, report, shift report, clinical handoff, handoff education
and handoff communication. Inclusion criteria include English language articles from
peer reviewed sources that have been published between 2000 and 2019. Exclusion
criteria included physician to physician handoff communication. The search yielded a
total of 156 articles. After evaluation of abstracts, the literature was narrowed to 75
articles. Further reading resulted in thirty research articles relevant to the phenomena.
Secondary analysis added three articles for inclusion. The result for this review was 33
articles from nursing practice and nursing education.
Overview
An overview of the literature was described as the following. It was substantially
qualitative research. The only randomized control experiment and quasi-experiment have
been conducted in nursing education. Three articles were literature reviews. The vast
majority of research originated from the United States (18), with Australia following at
eight research projects. Single studies from the United Kingdom, Canada, Belgium,
Korea and Italy with 2 studies from Norway.
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Although handoff communication is considered competency based nursing skill
for entry into practice, a formal definition of handoff communication was often not
provided by the author (Abraham et al., 2016; Alvarado et al., 2006; De Meester,
Verspuy, Monsieurs, & Van Bogaert, 2013; Horwitz et al., 2013; Krautscheid 2008;
Skaalvik, Normann, & Henriksen, 2010; Taylor, 2002). Frequently an author formulates
their own definition (Alvarado et al., 2006; Matney et al., 2014; Popovich, 2011; Yu &
Kang, 2017). The Australian Medical Association definition was the most authoritative
and referenced definition. This definition states clinical handoff is ‘the transfer of
professional responsibility and accountability for some or all aspects of care for a patient
or group of patients to another person or professional group on a temporary or permanent
basis’ (Australian Medical Association, 2012). Currently, no concept analysis for HOC
exists.
The communication exchange between nurses was referenced by authors using
varied terminology. The most common term used was handoff (Horwitz et al., 2013;
Jukkala, James, Autrey, Azuero, & Miltner, 2012), followed by handover (Malone,
Anderson, & Manning, 2016; Street et al., 2011), with additional terms shift to shift
handover (Palese et al., 2019) end of shift report (Welsh, Flanagan, & Ebright, 2010),
change of shift report (Staggers & Jennings, 2009), and transfer of accountability
(Alvarado et al., 2006). For the purpose of this paper the term handoff communication
(HOC) will be used.
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Structural Characteristics
The results for this literature review are presented through the lens of nurse role
effectiveness model to examine the structure characteristics of organization, patient and
nurse to identify the influence each has on handoff communication.
Organizational Characteristics
Handoff Communication Tools
Nurses have historically devised various tools to gather and manage patient
information. Hardey and colleagues (2000) describes the role of ‘scraps’ of paper. Scraps
of paper are personalized by the user. Nurses use a single piece of paper or a more
elaborately designed record in a personalized notebook. The scrapes can be as simple as a
‘to do’ list or a complex system to organize patient information (Hardey, Payne, &
Coleman, 2000).
More recent tools for HOC, such as mnemonics, have been developed to structure
and standardize communication between the sender and receiver of patient information
(Abraham et al., 2016). These templates serve as a cognitive aid for the users to gather
and organize patient information for communication. Current practice has identified as
many as twenty-four different mnemonics used for HOC across a wide variety of
healthcare settings (Anderson et al., 2015; Riesenberg et al., 2009). Tools have been
designed to be as simple as one sheet of paper or technologically advanced and built into
the electronic health record. No one tool appears to be suitable for all clinical areas
(Anderson et al., 2015). The most commonly cited HOC tool was Situation, Background,
Assessment and Recommendation (SBAR). (Table1).
12

Table 1. Situation, Background, Assessment and Recommendation
Component
Situation
Background
Assessment
Recommendation

Element
A concise statement of the problem
Pertinent and brief information related to the situation.
Analysis and consideration of options – what you found/think
Action requested/recommended – what you want

SBAR was first adapted by the healthcare system Kiser Permanente in Evergreen
Colorado in 2006 (DeMeester, Verspuy, Monsieurs, & Bogaert, 2013). It is a framework
to guide cross-discipline communication, when a nurse is calling a physician with a
change in patient status. The aim of this tool was to effectively construct a conversation
in a critical patient situation, minimizing extraneous information. SBAR was referenced
70% of the time as the tool used in clinical practice (Riesenberg et al., 2009). Healthcare
has adopted and transformed SBAR beyond its original intention. Currently, SBAR has
been used for nurse to nurse shift report, for nurse to nurse report from one unit to
another and physician to physician communication (Riesenberg et al., 2009). Although
SBAR was implemented in a variety of clinical settings, a valid instrument to measure its
effectiveness as a process and the impact it has on patient outcomes was limited
(Riesenberg et al., 2009).
To meet the unique needs of a clinical setting, quality improvement projects and
pilot studies aimed to improve HOC beyond SBAR have proliferated. Tools are
developed and designed to standardize communication on a specific unit or, in some
cases, an entire facility (Jukkala et al., 2012; Klee, Latta, Davis-Kirsch, & Pecchia, 2012;
Klim, Kelly, Kerr, Wood, & Mccann, 2013). Each nursing environment has its unique
aspects which need to be considered when constructing a communication tool. No one
13

tool has been effective for all clinical settings (Anderson et al., 2015; Jeffs et al., 2013;
Riesenberg et al., 2009; Welsh et al., 2010). To meet the needs of the environment, input
from key stakeholders is obtained to design, structure and identify essential information
for effective HOC (Jukkala et al., 2012; Klee et al., 2012; Street et al., 2011). This was
often the first step to standardization of a new tool. However, creating an effective tool
can be an iterative process requiring stakeholders to revisit the tools function, structure
and process until satisfied with the result (Klee et al., 2012; Klim et al., 2013).
The explicit function of handoff communication is to exchange patient
information, yet the exchange serves as a social and cultural experience among nurses
(Abraham et al., 2016; Jukkala et al., 2012). Although most research was aimed to
identify the process and content of HOC, the experience encompasses a human element.
The human element includes the nurses and the patients. Alvarado and colleagues (2006)
suggest using the tool, Transferring of Accountability. This recognizes the patient as the
focal point of the exchange. The tool ensures the process is humanized. The method of
communication ought to reflect the culture norms of the environment and recognize the
patient during an interactive exchange, such as a conversation, between two nurses
(Abraham et al., 2016; Staggers & Jennings, 2009).
Tools are designed and organized to meet the needs of the nurse as well as the
clinical environment. Nurses may use blank pieces of paper, 4x4 index cards or create
their own report sheet (Staggers & Jennings, 2009). More often tools are structured,
systematic and standardized (Anderson et al., 2015).
A common format to organize a HOC tool is by body systems (Abraham et al.,
2016; Alvarado et al., 2006; Klee et al., 2012). Nursing education is delivered based on
14

differentiating between normal anatomy and physiology to detect abnormal bodily
function. This format is an effective mechanism for presenting clinical information
(Abraham et al., 2016). The standardization of HOC content by body systems enhanced
nurse perceptions of open communication and quality of information during an exchange
(Jukkala et al., 2012).
Frequently authors do not isolate the detailed elements of the tool used for the
research. Instead, mnemonics are referenced or only the elements used as outcome
measure are provided (Johnson, Jefferies, & Nicholls, 2012; Klim et al., 2013; Welsh et
al., 2010). This resulted in limited information on what core content was exchanged
during the process (Table 2).
The most frequently cited content items are patient name, patient diagnosis,
present problem, code status and vital signs. The vital sign measured varied depending on
the research project.
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Table 2. Handoff Communication Content from Literature Review
Content Item
Nurse Name
Patient Name
Patient age
Admission Date
Diagnosis,
Patient problem,
Presenting Problem
Estimated Date of
Discharge
History
Code Status
Isolation/Infection
control
Allergies
Restrains
Review of Systems
Neurological
Cardiovascular
Respiratory
Gastrointestinal

Alvarado
2006

Krautscheid
2008

X

X

Welsh
2010

Johnson
2012

Klee
2012

Klim
2013

Abraham
2016

X

X

X
X

X

Yu
2017
X
X

X

X

X

X
X

X
X

X

X

X
X
X
X

X

X
X

X

X
X

X
X
X

X
X

X

X

X

X

X
X
X
X
X
X

Urinary
Muscular-skeletal

X
X

Integumentary
Reproductive
IV site/fluids running
Wound/Dressing
Test/Labs/Procedures
Problems
Abnormal/
Complications
Clinical status
Care plan
Outcomes/goals
Baseline vital signs
Current vital signs

X
X
X

Pain
Medications
Clinical orders/
Treatments
Consults
Psycho-social/family
Teaching
Recommendation

X
X
X

X
X
X
X
X
diet
X

Telemetry
N/G (output
and color)

NPO
I&O
Activity
level

Fasting/
NPO

X
X
X
X
X
X

X
X
X
X
X

X

X

X
X

X
X

X

X
X

X
X
X

X
X

X (BP,HR)
X (BP, HR,
O2 sat)

X (O2sat)

X
X

X

X

X

X

X
X
X

X
X

X

X
X
X
X

Studies rely heavily on the nurse’s perception, satisfaction and self-reporting as
outcome measures of a tool (De Meester et al., 2013; Jukkala et al., 2012; Klee et al.,
2012; Klim et al., 2013). Although these studies contribute to the science, limited
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research has been conducted to determine the impact of HOC on safe, reliable, patientcentered outcomes (Horwitz et al., 2013; Klee et al., 2012).
A large prospective cross-sectional survey of healthcare professionals (N= 707)
examined the experiences and perspectives of HOC practices using SBAR across
healthcare settings (Manias, Geddes, Watson, Jones, & Della, 2015). Ultimately, a
systematic approach using a structured checklist, tailored to the clinical setting, was
recommended to facilitate effective HOC between nurses (Klim et al., 2013; Staggers &
Jennings, 2009; Welsh et al., 2010). SBAR was reported to be effective or highly
effective 76% of the time (Manias et al., 2015). However, nurses used SBAR consistently
only 63% of the time, while physicians utilized the tool less than half of the time (Manias
et al., 2015). Due to the descriptive nature of SBAR, rather than a prescriptive checklist,
this method may contribute to user interpretation of the content reported. This could
result in an inaccurate, incomplete or an insufficient handoff process (Manias et al.,
2015).
Location and Type of Communication
Literature was saturated with organizational characteristics associated with
handoff communication. These includes the location in which to conduct handoff
communication and the format of communication; oral, written or taped (Abraham et al.,
2016; Anderson et al., 2015; Kerr et al., 2013; Klee et al., 2012; Klim et al., 2013;
Staggers & Jennings, 2009; Street et al., 2011; Welsh et al., 2010).
In the emergency department 62.7% of the nurses suggested that optimal location
for HOC was the patient’s bedside, although concerns have been identified regarding
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confidentiality (Anderson et al., 2015; Klim et al., 2013). Nurses support the inclusion of
the patient during the exchange to promote patient-centered care (Anderson et al., 2015).
Bedside HOC facilitates the opportunity for safety checks to be completed by both
nurses, allowing for confirmation of the patient clinical status as well as promotes family
involvement (Anderson et al., 2015; Kerr et al., 2013). Nurses perceive bedside HOC
improves clarity of information by jointly visualizing the patient (Jeffs et al., 2013) .
Welsh and associates (2010) noted that 80% of the time too little information is
exchanged when HOC was taped or written. This form of exchange limits the opportunity
for the oncoming nurse to ask questions. Although 97% of the time nurses perceived
having received an adequate exchange of information, omission of vital signs occurred
during half of exchanges and patient care needs were missing 82% of the time (Klim et
al., 2013). A hybrid format of taped and oral communication or oral communication was
preferred (Street et al., 2011).
Patient Characteristics
Clinical Condition and Vital Data
The aim of HOC is to exchange pertinent patient information from the outgoing
nurse to the incoming nurse. In a qualitative study of 38 audiotaped patient information
found 30% of communication was related to patient content (Staggers & Jennings, 2009).
Content includes facts such as, patient demographics, clinical data (labs, test, procedures)
and patient care information (medications, nursing care and treatments) (Staggers &
Jennings, 2009). Nurses also share critical thinking and clinical judgements regarding the
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patient’s current status and potential patient care options during the exchange (Matney et
al., 2014; Staggers & Jennings, 2009).
Omission of vital patient information and accuracy of the information exchanged
was in jeopardy during HOC. Klim and associates (2013) reported missing vital signs in
51% of exchanges and medication information 35% of the time. Street and associates
(2011) identified 50% of outgoing nurses construct a subjective handoff regardless of the
tool available on the unit. A subject handoff results in 84% of incoming nurses
challenged to extract valuable patient information (Street et al., 2011). This was
supported by work completed by Welsh et al. (2010) suggesting 50% of nurse HOC
demonstrate inconsistent quality in the process with items skipped at the nurse’s
discretion, even when using a HOC tool.
Kerr and associates (2013) discovered improved completion rates for specific
nursing care tasks and the documentation of specific nursing responsibilities after the
implementation of a modified bedside HOC tool. Eleven factors were selected a priori to
isolate variables potentially impacted by the exchange (Kerr, Lu, & McKinlay, 2013).
The three nursing care tasks measured: allergy alert band present, medication
administration, and identification of medication chart labels. The seven documentation
items measured: admission form, Braden scale on admission as well as on day 2 and 1week post admission, interventions appropriate from Braden assessment on admission
and 2 days post, and IV site assessment. Chart audits and patient assessments were
conducted to measure the outcomes of the eleven factors. Twelve months after the
intervention all but one factor demonstrated increased completion, with seven of the
eleven factors demonstrating significance (Kerr et al., 2013).
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Nurse Characteristics
Skill
Information content and flow was influenced by the nurses and the environment
requiring skill to complete the process effectively. The use of common language with
minimal abbreviations establishes consistent and quality communication (Staggers &
Jennings, 2009; Welsh et al., 2010). Additional aspects to consider on the exchange are
the conversational flow between nurses and the impact of distractions (Abraham et al.,
2016; Staggers & Jennings, 2009).
Conversational flow during HOC relates to the behavior between the nurses
during the exchange that influence the sending and receiving of information. Abraham et
al. (2016) discuss two phases occurring during HOC, pre-inflection and post-inflection.
The format during the pre-inflection phase was informative, with clinical data passing
from the outgoing nurse to the incoming nurse. The post-inflection phase allows for the
incoming nurse to ask questions (Abraham et al., 2016). This promotes an interactive
exchange between the nurses to discuss aspects not associated with clinical status of the
patient such as new medical orders and psychosocial aspects of the patient and family. It
was reported after a standardized HOC tool has been implemented, time for the exchange
decreased from 42 minutes to 30 minutes (Abraham et al., 2016; Klee et al., 2012).
A common nuance associated with HOC was the impact of disruptions on the
exchange (Staggers & Jennings, 2009). Disruptions are identified as breeches in
communication, distractions, and neglecting to communicate pertinent patient
information (Abraham et al., 2016; Staggers & Jennings, 2009). Causes include
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healthcare personal or staff interrupting the communication exchange or equipment
alarms requiring attention. Disruptions relating to patient information are categorized as
doubtful information, missing information, incorrect information, conflicting
information, repetitive information or misinterpreted information (Abraham et al., 2016).
To date, one tool has been used to measure the competency and quality of the
handoff process through participant observation. Horwitz and colleagues (2013) designed
the assessment tool, Handoff CEX, based on a previously used valid tool. This tool was
used to observe the exchange between the nurses and measure 6 domains associated with
HOC. The six domains include setting, organization/efficiency, communication skills,
clinical judgment and humanistic qualities/professionalism (Horwitz et al., 2013). The
tool was designed for real-time evaluation. Nurse educators served as observers during
the exchange and participants in the handoff process self-evaluated post the exchange.
The tool was based on a 9-point Likert scale with descriptive anchors to orient the user to
each domain (Horwitz et al., 2013). Results demonstrated nurses with greater than 5 years
of experience scored higher with a mean of 7.9 when compared with novice nurses
demonstrating a mean of 6.9 in the process of HOC (Horwitz et al., 2013).
Training
It was suggested that training to familiarize the nurse with the framework of the
HOC tool impacts the process and the content exchanged (Alvarado et al., 2006). When
training was lacking, nurses experience random, arbitrary information with omission of
important details (Klim et al., 2013; Street et al., 2011). Nurses indicate that proper data
collection using SBAR was challenging and 57% recommended more training was
needed (Manias et al., 2015).
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Appropriate preparation of the nurse in the use of a HOC tool was linked to an
effective exchange of information and can influence patient outcomes. Six hours of nurse
training in the use of SBAR to notify a physician of a deteriorating patient resulted in
increased frequency of pertinent patient information documented in patient chart,
increased unplanned ICU admissions and decreased unexpected deaths (De Meester et
al., 2013). This supports that poor HOC may be a threat to patient outcomes. (De Meester
et al., 2013). Training sessions consist of what patient information to collect, pertinent
assessment data and how to formulate a suitable recommendation (De Meester et al.,
2013).
Experience
Years of nursing experience influence the skill and quality of HOC (Horwitz et
al., 2013; Taylor, 2002). Nurses having 5 years or more experience use a variety of
resources to extract patient information and ask questions during the exchange to clarify
issues (Taylor, 2002). Novice nurses were silent during the HOC process and reported
uncertainty about what information was important from the exchange (Taylor, 2002).
This was supported by sentinel work conducted by Ebright and associated (2004) to
reveal novice nurses near misses and adverse events. In this research, seven of eight
novice nurses lack the skill necessary to extract important patient information during
HOC (Ebright, Urden, Patterson, & Chalko, 2004).
Education
Methods to educate student nurses in HOC in the educational setting include the
use of mnemonics (Aebersold, Tschannen, & Sculli, 2013; Krautscheid, 2008; Popovich,
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2011), role playing (Kesten, 2011; Lee, Mast, Humbert, Bagnardi, & Richards, 2016;
Thomas, Bertram, & Johnson, 2009; Yu & Kang, 2017), simulated patient situations
(Kesten, 2011; Lee et al., 2016; Malone, Anderson, & Manning, 2016; Yu & Kang, 2017)
and education in the clinical setting (Malone et al., 2016; Palese et al., 2019; Popovich,
2011; Skaalvik, Normann, & Henriksen, 2010). More than half of the literature reviewed
was quality improvement projects and pilot studies that describe educational
interventions using the methods mentioned above in isolation or combination (Aebersold
et al., 2013; Krautscheid, 2008; Malone et al., 2016; Popovich, 2011; Thomas et al.,
2009). Student HOC education most often focuses on the role of the nurse reporting a
deteriorating patient to a physician instead of the frequently encountered skill of nurse to
nurse HOC as experienced in clinical practice (Aebersold et al., 2013; Kesten, 2011;
Krautscheid, 2008; Thomas et al., 2009; Yu & Kang, 2017).
The mnemonic most commonly used for student learning was SBAR (Kesten,
2011; Krautscheid, 2008; Thomas et al., 2009; Yu & Kang, 2017). SBAR was described
as the patient problem (Situation), the current data relating to the problem (Background),
what does the nurse think the problem is (Assessment) and what can be done to correct
the problem (Recommendation) (Kesten, 2011; Thomas et al., 2009). No additional
details are provided to indicate what constitutes the content items for each component of
SBAR.
Additional mnemonics used to educate student nurses include 3 W’s, SIGNOUT,
and I PASS the BATON. The 3 W’s comes from Crew Resource Management (CRM).
The 3 W’s (What I see, What I’m concerned about, What I want) have been borrowed
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from the aviation industry for use in healthcare to promote teamwork and communication
when a nurse is reporting a deteriorating patient to a physician (Aebersold et al., 2013).
The mnemonic SIGNOUT was developed by educators as the result of a literature
review. It is used in simulated learning experiences during bedside nurse to nurse shift
report (Lee et al., 2016). Educators designed SIGNOUT to guide students in
prioritization and organization of patient information during the exchange. The final
mnemonic I PASS the BATON, was used during an interprofessional simulation between
senior student nurses and paramedic students (Senette et al., 2013). (Table 3).
Table 3. Mnemonics
I PASS the BATON
I = introduction
P = patient
A = assessment
S = situation
S = safety concerns
B = background
A = actions
T = timing
O = ownership
N = next.

SIGNOUT
S = sick or not sick
I = identifying data
G = general hospital course
N = new events of the day
O = overall health status/clinical condition
U = upcoming possibilities with plan rationale
T = tasks to complete with plan and rationale.

Educators use power point and handouts to introduce HOC theory and mnemonics
to students. Lecture timeframes varied from 30 minutes to 6 hours (Aebersold et al.,
2013; Kesten, 2011; Lee et al., 2016; Thomas et al., 2009; Yu & Kang, 2017).
Roleplaying was used to practice the exchange of vital patient data. Descriptions of
roleplaying include “mini” situations (Krautscheid, 2008) and the use of case studies
followed by a demonstration to faculty for debriefing (Kesten, 2011; Lee et al., 2016).
Dedicated time involving all teaching-learning experiences varied widely from 1 to 11
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hours and occurred over several days, weeks or the semester (Aebersold et al., 2013;
Kesten, 2011; Krautscheid, 2008; Lee et al., 2016; Yu & Kang, 2017). Although students
are exposed to communication theory during course lecture, students often encounter
limited opportunity to practice HOC prior to clinical rotations (Malone et al., 2016;
Palese et al., 2019).
In most cases, simulation served as the culminating student teaching-learning
experience. Simulation was described as a structured rehearsal preparing the student for
clinical practice (Krautscheid, 2008). Simulation serves to link lecture information and
practice lab to strengthen clinical skills in a realistic clinical patient situation. It was
reported with repeat practice of HOC, students demonstrated skill improvement
(Krautscheid, 2008; Lee et al., 2016).
Student perceptions of teaching-learning was measured as well as self-reporting
of self-efficacy, attitudes, satisfaction and student knowledge. Perceptions of CRM 3 W’s
method indicated new skills were developed that would be used by participants in the
future and the skills learned could reduce harm to patients (Aebersold et al., 2013).
Although self-efficacy scores did not demonstrate a difference post intervention in
students using SIGNOUT, students felt more organized to communicate vital patient
information (Lee et al., 2016). All students demonstrated knowledge improvement after
teaching-learning experiences with SBAR (Kesten, 2011). However, it was not
determined if knowledge was improved from receiving lecture alone or lecture plus
roleplaying (Kesten, 2011).
Improvement in student performance of HOC during simulation was reported
(Kesten, 2011; Krautscheid, 2008; Yu & Kang, 2017). Student performance was
25

measured by various methods. The most frequent measure of student behavior during
simulation was based on reporting accurate patient vital signs and patient symptoms
(Kesten, 2011; Krautscheid, 2008; Yu & Kang, 2017). Improved ability to report patient
vital signs after roleplaying or repeated simulated experiences rather than lecture alone
was demonstrated (Kesten, 2011; Krautscheid, 2008). However, students did not
consistently meet criteria set by educators of accurately reporting 80% of vital patient
data during simulated HOC (Krautscheid, 2008).
Yu and Kang (2017) reported a difference between groups in the notification of
important vital signs to a physician. The authors provided no detailed information of the
vital signs evaluated except communication of patient vital signs by students was overall
very low (Yu & Kang, 2017). Using CRM 3 W’s with senior nursing students resulted in
50% of the students being “somewhat” effective in HOC (Aebersold et al., 2013).
Authors failed to define the meaning of “somewhat” or provide further description of
student simulated outcome behavior.
Research investigating student nurse involvement in clinical HOC practices was
limited. Student involvement was dependent on the culture of the nursing environment
with one in four students reporting no or poor involvement in HOC (Palese et al., 2019;
Skaalvik et al., 2010). Nurse to nurse shift report may provide an important learning
opportunity for students. Due to the variety of HOC methods used in practice, educators
are challenged to establish instruction, structure and routines for students to acquire
proficiency in the skill (Skaalvik et al., 2010). This may contribute to students
minimizing the importance of HOC to inform the clinical status of the patient (Palese et
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al., 2019). Student’s perception of the importance of nurse to nurse HOC enhanced with
increased clinical experience (Palese et al., 2019; Skaalvik et al., 2010).
One clinical resource was identified as a detailed student HOC checklist. To
enhance patient safety and promote effective shift to shift communication in a pediatric
population, a brief head to toe checklist was utilized as a teaching tool for student nurses
(Popovich, 2011). The checklist provided a standardized method for students to process
information and improve patient safety in a high-risk population. As a communication
tool, the checklist promoted early identification of information discrepancies from
handoff to initial patient assessment (Popovich, 2011). Errors identified include no inline
micron filter, patient missing ID band, current patient weight not available in chart,
intravenous tubes unlabeled, infusion pumps improperly set and cardiovascular monitors
parameters incorrectly set (Popovich, 2011). Errors were identified and corrected by the
student within 30 minutes. The use of the checklist minimized student’s feelings of
anxiety and increased confidence in the HOC process (Popovich, 2011). This was the
only detailed student HOC checklist identified in this review.
Summary
Handoff communication is a social construct that occurs between nurses with the
specific purpose of exchanging pertinent patient information. Although efforts to
standardize handoff communication have been expressed, little evidence of standard
clinical content or structure has been illuminated from this literature review.
Organizational characteristics demonstrate one HOC tool is not adaptable to all
settings with a variety of mnemonics used. SBAR has been the widely accepted
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mnemonic in nursing practice and education. This tool was designed for nurse to
physician communication and lacks evidence to support best practice for all healthcare
settings.
The sophisticated integration of what patient information to collect, pertinent
assessment data to obtain and how to formulate a suitable exchange is a complex skill.
Patient characteristics reflect a variance between what is perceived to be effective HOC
and the actual patient information exchanged, with omission of essential patient data
occurring frequently.
Nurse characteristics reveal variation in HOC with level of experience.
Experienced nurses perform the skill of HOC more competently than novice nurses. The
use of a mnemonic as a guide may benefit an expert nurse. Novice nurses and new
graduates may be vulnerable to mistakes, omission and errors during HOC due to the
vagueness associated with a mnemonic. Student’s using a detailed checklist felt more
confident in their ability to perform HOC.
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CHAPTER 4
METHODS
This chapter presents the research method and design for a study. Our research
explored nurse educator’s perception of core content for student nurse HOC. The study
design, setting, instrument, population, recruitment strategies and procedures are
described in this chapter.
Study Design
The design was a descriptive study involving the administration of a survey to
nurse educators. Nurse educators from across the United States of America (USA) were
invited to participate. The purpose of this inquiry was to gain insight from content
experts, nurse educators, on the core content for student HOC.
Setting
The setting for our study was an online survey. An online survey offers
accessibility to participants from various locations. It allows the participant to complete
the survey at their leisure, providing convenience for the individual.
Participants
The purposeful sample of participants for the study was nurse educators from
across the United States. The participants volunteered to complete the online survey.
Nurse educators are master’s and Doctoral prepared in nursing with a focus on education.
Nurse educators are content experts, preparing student nurses for entry into clinical
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practice to deliver safe patient care. A content expert has the skill, comprehensive
knowledge and agency in a specific area.
Instrument
The survey instrument designed for this study was completed under the
supervision of an expert statistician and an experienced educator. The irritative design
process occurred over a 4-month period. The purpose of the survey was to identify core
content for student HOC. Core content was intended to be a baseline of patient
information and data universal in student HOC experiences. Ninety-six items for student
HOC were selected for this survey. These items represent core content applicable to a
broad range of clinical patient situations (Potter & Perry, 2014, Yoost, 2014, Jarvis,
2011).
The survey has 3 parts. Part I is 13 demographic questions. The second part was
eight questions regarding the nursing program the educator is affiliated with. Part III was
the HOC survey. See Appendix A.
The survey contains 96 items related to HOC and two free text boxes, one was a
question and the other is for a comment. Participants were asked to indicate how
important it is for a student to perform the 96 behaviors listed during handoff
communication. Five-word responses were available to choose from with anchors of
essential as the highest rating and not necessary as the lowest. The following description
was provided:
•

If you feel the behavior must be performed, you would indicate the behavior as
essential.
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•

If you feel the behavior does not need to be performed you would indicate the
behavior as not necessary.

•

In addition to essential and not necessary, use optional, useful, and relevant to
indicate the value you associate with each behavior.
Validity
Content validity establishes that the test items (variables) adequately represent

the content area to be measured (Furr & Bacharach, 2014). Content validity for our
survey was established by six content experts. The experts were provided an original
copy of the survey. Each was asked to review the survey and offer feedback. The content
experts validated the survey represents facets of core content for student nurse HOC.
Reliability
Reliability is a statistical computation of consistency and stability of a test to
measure what it is intended to measure over time (Furr & Bacharach, 2014). Cronbach's
alpha is a measure of internal consistency. It reflects a measure of scale reliability
indicating how related a set of items are as a group (Furr & Bacharach, 2014). The
psychometric coefficient of 0.70 and above are considered acceptable, 0.80 and above
considered good and 0.90 and above are considered excellent when evaluating the
computation results of Cronbach alpha (Furr & Bacharach, 2014). Results of the
Cronbach’s alpha for the survey instrument was 0.94.
Population
The purposeful sample of participants for the study was nurse educators from
across the US. Educators volunteered to complete an online survey. Nurse educators are
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master’s and Doctoral prepared in nursing with a focus on education. Nurse educators are
content experts, preparing student nurses for entry into clinical practice to deliver safe
patient care. A content expert has the skill, comprehensive knowledge and agency in a
specific area.
Sample
The subjects of this survey were nurse educators. Nurse educators are statistically
a female population, but male nurses were able to participate in this survey. All nurse
educators are over the age of 18 years which eliminates minors from participating. The sole
inclusion criterion was current or previous experience as a nurse educator.
No compensation for completing the survey was provided.
Due to the nature of an online survey, it is difficult to estimate the response rate.
Power analysis identified a minimum sample of 100 participants for reliability.
Recruitment Strategies
Participants were recruited over a seven-month period. The principal investigator
(PI), Kelley McAfee, acquired a listing for the National League for Nursing state chapters
across the United States. Several state chapters were combined to include more than one
state or district, such as Ohio & Tennessee, Missouri & Kansas, Maryland & Washington
DC, and Massachusetts & Rhode Island. The information obtained included Board of
Directors (BOD) of the state chapter, listing President and officers. Contact information
for BOD included address, phone number and email information.
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Several attempts were made to recruit participants. Initially, an introduction letter
was sent electronically to the chapter president describing the research project. See
Appendix B. The introduction presented an overview of the research project with a
request for their assistance. The chapter president was asked to share the handoff
communication consent form with the embedded survey link with nurse educators from
the organization. See Appendix C. This could be shared by email or through listserve to
the members.
Responses from chapter presidents often indicated the request would be taken up
at the next BOD meeting for approval. Once approval was granted, the president would
correspond indicating the handoff communication consent, with the embedded survey
link, have been forwarded to the members.
If there was no response from the initial contact, a follow up email was sent to the
chapter presidents after one month. If the email failed to send, another BOD member was
sent the introduction and the request. This process was conducted a third and fourth time
in an attempt to attain participants.
The handoff communication consent opened with an invitation for the individual
to participate in a brief online survey and explained the purpose of the survey. Before the
survey initiated, the PI’s contact information and University of Massachusetts Amherst
IRB approval information was provided. See Appendix D. Clicking on the link expressed
the individual’s willingness and consent to participate in the survey.
Snowballing technique was employed to include a convenient sample of nurse
educators throughout the northeast. This included University of Massachusetts Amherst
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nurse faculty as well as educators from additional colleges and universities. Colleagues
were encouraged to share the survey with other educators.
Procedures
Confidentiality
Participants provided information anonymously. No record of email or internet
protocol address of participant was obtained by PI. All data was maintained on a
password protected personal computer.
Limitations
The research study was conducted using an online resource. The use of an online
resource has the potential of a breach. The online resource is responsible for securing the
survey.
Two limitations to consider with an online survey include access and
trustworthiness of the responses. Data obtained by an online survey can be challenging
due to access to a computer, the bandwidth of the internet and internet interruptions.
Trustworthiness is the quality of participants response. The participants for this survey
are required to be professional registered nurses and experienced educators. Because
there is no method to verify the participants’ credentials, trustworthiness was implied. To
participate in the survey was voluntary.
Data Analysis
The Statistical Package for Social Sciences (SPSS) version 26 (SPSS Inc.,
Chicago, IL, USA) was used to analyze the data. Several methods of data analysis were
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conducted to include both quantitative and qualitative results. Ordinal data was evaluated
using descriptive statistical applications to include a measure of central tendency with
median and mode scores. Exploratory factor analysis was intended to be used to analyze
the data set. Content analysis was used to analyze text response data.
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CHAPTER 5
RESULTS
The purpose of this study was to explore nurse educators’ perceptions of core
content to prepare student nurses in the skill of handoff communication for entry into
clinical practice. The data analysis plan for this study originally called for conducting
factor analysis. Factor analysis is a method to explore for dimensionality among observed
variables. Factor analysis results in transforming the correlations among the observed
variables to a reduced number of underlying factors (Furr & Bacharach, 2014). However,
as analysis proceeded, the number of observed variables exceeded the computation for
factor analysis. It was determined factor analysis was not a valid method to analyze the
data. Descriptive statistics and analysis of variance and (ANOVA) provided a more
appropriate means of analyzing the data.
Descriptive statistics summarizes or describes characteristics of a data set. This
includes measures of central tendency and measures of variability. Measures of central
tendency are the mean, median, and mode. Measures of variability include standard
deviation, variance, the minimum and maximum of the variables.
ANOVA is a method to test for statistically significant differences between means
of three or more independent groups. The ANOVA test allows for a comparison of the
groups (Furr & Bacharach, 2014). This computation determines if a relationship exists
between the dependent and independent variables.
To augment the data analysis process and enhance the understanding of the
variables under study, core content items have been categorized into constructs.
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This chapter describes the sample characteristics and answers the four research
questions using descriptive statistics and ANOVA.
Sample Characteristics
A total of 123 nurse educators participated in this study. The average age of the
nurse educator was 52 years, with a range of 26 -70 years old. Participants represented 17
states from various regions of the United States. (Table 4).
Table 4. Educator’s State of Licensure
State
Alaska
California
Colorado
Georgia
Iowa
Kansas
Louisiana
Michigan
Nevada
New Mexico
North Carolina
Pennsylvania
Rhode Island
South Carolina
South Dakota
Virginia
Washington

N (%)
6 (4.9)
1 (0.8)
1 (0.8)
7 (5.7)
5 (4.1)
10 (8.1)
10 (8.1)
24 (19.5)
3 (2.4)
1 (0.8)
17 (13.8)
1 (0.8)
20 (16.3)
1 (0.8)
11 (8.9)
1 (0.8)
4 (3)

The mean years of experience as an educator was 13.1 years, with a range of 1
year to 46 years. Most of the participants (93%, n=115) identified ethnicity as Caucasian.
Sixty-eight percent of educators indicated holding a master’s degree (n=84) in nursing
and 28% (n=34) as doctoral educated. The title of the educator varied, such as adjunct
faculty, instructor, assistant/associate professor. (Table 5). Eighty-eight percent of
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educators (n=108) work full time in pre-licensure programs. Thirty-nine percent (n=48)
identified with Associate of Science of Nursing and 39% (n=48) with Bachelor of
Science of Nursing.
Table 5. Title of Educator
Title
Instructor
Associate Professor
Assistant Professor
Other include:
Retired, Director/Administrator, Chair,
Simulation Coordinator, Lab Coordinator
and Adjunct Faculty

n (%)
40 (32.5)
19 (15.4)
17 (13.8)
19 (15.4)

Research Question One
The first research question was: What do nurse educators identify as core content
for successful student nurse handoff communication?
The content items were examined by mean score and ranked in ascending order.
Three content items – report none of patient’s medications, identify patient medical
record number and report normal bowel sounds - had the lowest mean scores of 1.77,
2.79 & 2.85 respectively. This signifies these content items were perceived to be not
necessary and optional. Twenty-nine content items (30.5%) reflect a mean of 3.11-3.98.
These items are considered useful information. Sixty-three content items (66%) had a
mean score of 4.0 to 4.85 reflecting relevant and essential information for student HOC.
The content item - patient response to treatment - was ranked the highest with a mean of
4.85.
Core content with a mean below 4.5 (63 items) measured a high degree of the
dispersion around the standard deviation. The standard deviation for 51 of these items
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had a range of 1.01 – 1.53. However, 33 core content items demonstrated a mean of 4.5
or greater. The standard deviations for these items exhibited a narrower distribution with
a range of 0.37-0.91.
The core content was further examined by construct. The pooled mean for each
construct was computed. The pooled mean of the constructs ranged from 3.89- 4.51. The
lowest mean was Assessment and the highest was Clinical Surveillance (Table 6).
Table 6. Constructs Pooled Mean in Ascending Order
Construct
Assessment
Vital Signs
Patient Identification
Conclusion
Medication Communication
Health History
Introduction
Clinical Surveillance

Pooled Mean (SD)
3.89 (0.62)
3.94 (0.99)
4.02 (0.57)
4.08 (0.60)
4.13 (0.42)
4.21 (0.54)
4.27 (0.79)
4.51 (0.38)

The eight constructs were also analyzed by the ascending mean of each core
content item associated with the construct. (Table 7). Each construct contained at least
one core content item with a mean above 4.5. Pooled means of four constructs were
above 4.0. The most robust pooled mean was Clinical Surveillance (M=4.51, SD=0.38).
Eleven of the core content items (60%) for Clinical Surveillance reflected a mean of 4.5
or higher. Vital Signs (M=3.94, SD=0.99) and Assessment (M=3.89, SD=0.62)
demonstrated the lowest pooled means. The one content item for Assessment with mean
above 4.5 was provide information on patient’s level of consciousness. The content items
related to pain medication demonstrated means 4.47 & 4.49 for Medication
Communication. Of the eleven items identified as core content for Conclusion, five
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reflected a mean above 4.0 and three had a mean above 4.5 supporting a pooled mean of
4.08 (SD=0.60).
Table 7 A. Descriptive Statistics for the construct - Introduction
Construct

Core Content Items

Mean (SD)

Introduction

Student states his/her last name
Confirm last name of person
speaking with
Confirm first name of person
speaking with
Student states his/her first name
Confirm the role of person speaking
with
Provide reason for communication
Student indicates his/her role

3.72 (1.50)
4.10 (1.26)

Pooled
Mean (SD)
4.27 (0.79)

4.20 (1.18)
4.46 (1.19)
4.60 (1.01)**
4.61 (0.90)**
4.61 (0.91)**

* mean < 2.0
** mean 4.5 or >

Table 7 B. Descriptive Statistics for the construct - Patient Information
Construct

Core Content Items

Mean (SD)

Patient
Information

Identify patient’s medical record
number
State patient’s date of birth
Include the nursing unit
Identify patient’s room number
Include the date of admission
Provide patient’s gender
Provide age of patient
Identify patient’s first name
Identify patient’s last name

2.79 (1.45)

* mean < 2.0
** mean 4.5 or >
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3.30 (1.48)
3.72 (1.36)
3.94 (1.16)
4.10 (0.97)
4.27 (1.02)
4.56 (0.72)**
4.68 (0.80)**
4.84 (0.57)**

Pooled Mean
(SD)
4.02 (0.57)

Table 7 C. Descriptive Statistics for the construct – Health History
Construct

Core Content Items

Mean (SD)

Health History

List all past surgical interventions
Indicate nursing diagnosis related
to admission
Include routine patient chart
information
Report physical assessment r/t
admission
Report general patient information
Identify patient’s chronic
conditions
Report patient’s comorbidities
Verbalize patient’s code status
Report interventions from recent
past that impact this admission
Indicate fall risk status
Report isolation information
Identify patient allergy
information
Identify admitting medical
diagnosis

3.22 (1.15)
3.59 (1.33)

* mean < 2.0
** mean 4.5 or >
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3.80 (1.18)
4.04 (1.05)
4.11 (0.99)
4.15 (0.94)
4.27 (0.92)
4.46 (0.89)
4.50 (0.77)**
4.50 (0.88)**
4.66 (0.83)**
4.70 (0.66)**
4.74 (0.61)**

Pooled Mean
(SD)
4.21 (0.54)

Table 7 D. Descriptive Statistics for the construct – Medication Communication
Construct

Core Content Items

Mean (SD)

Medication
Communication

Report none of the patient’s
medications
Communication all patient
medications
Verbalize only medications r/t
current condition
Share information regarding IV
location
Identify rate of IV fluids
Include type of IV fluids
Verbalize changes in medication
orders
Communication pain medication
Report patient response to pain
medication
Include time of last dose of pain
medication

1.77 (1.27)*

* mean < 2.0
** mean 4.5 or >
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3.35 (1.40)
3.67 (1.41)
4.26 (1.02)
4.57 (0.76)**
4.60 (0.71)**
4.70 (0.62)**
4.74 (0.59)**
4.74 (0.59)**
4.79 (0.51)**

Pooled Mean
(SD)
4.13 (0.42)

Table 7 E. Descriptive Statistics for the construct - Assessment
Construct

Core Content Items

Mean (SD)

Assessment

Report normal bowel sounds
Verbalize color of nail beds
Include x-ray results
Report skin temperature
Report current labs
Include dietary intake during shift
Identify family/significant other
involvement
Identify integrity of skin
Provide information regarding
general patient physical condition
Report urine output during shift
Report breathing patterns
Include heart rhythm
Identify patient’s general
appearance
Include psychological status
Identify mobility status
List most relevant physical
assessment
Report bowel sounds when r/t
present condition
Provide information on patient’s
level of consciousness

2.85 (1.40)
3.11(1.20)
3.20 (1.27)
3.23 (1.16)
3.54 (1.26)
3.63 (1.10)
3.88 (1.02)

* mean < 2.0
** mean 4.5 or >
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3.89 (1.14)
4.04 (0.95)
4.06 (1.11)
4.21 (1.06)
4.22 (1.04)
4.24 (0.98)
4.29 (0.86)
4.29 (0.96)
4.36 (1.06)
4.39 (1.09)
4.61 (0.83)**

Pooled Mean
(SD)
3.89 (0.62)

Table 7 F. Descriptive Statistics for the construct – Vital Signs
Construct

Core Content Items

Mean (SD)

Vital Signs

Include baseline temperature
Verbalize baseline respiratory rate
Report baseline pulse rate
Include baseline blood pressure
Include baseline oxygen saturation
level
Identify most recent temperature
Include most recent blood pressure
Report most recent respiratory rate
Identify most recent pulse rate
Report most recent oxygen
saturation level

3.39 (1.42)
3.62 (1.38)
3.64 (1.36)
3.84 (1.28)
3.87 (1.31)

* mean < 2.0
** mean 4.5 or >
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4.04 (1.22)
4.15 (1.12)
4.17 (1.15)
4.21 (1.13)
4.57 (0.83)**

Pooled Mean
(SD)
3.94 (0.99)

Table 7 G. Descriptive Statistics for the construct - Clinical Surveillance
Construct

Core Content Items

Mean (SD)

Clinical
Surveillance

Provide information on changes in
level of consciousness
Share anticipated changes in patient
care
Verbalize abnormal vital signs as r/t
condition
Include changes in vital signs
Communicate abnormal lung sounds
Explain patient’s immediate problem
Include x-ray pertain to condition

3.56 (1.53)

Identify critical lab values
Report abnormal blood pressure
Indicate time onset of condition
change
Include abnormal respiratory rate
Verbalize abnormal temperature
Include abnormal pulse rate
Identify treatment interventions after
change in condition
Report change in patient condition
since admission
Report symptoms associated with
change in condition
Report patient response to
intervention
* mean < 2.0
** mean 4.5 or >
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3.98 (1.09)
4.02 (1.37)
4.04 (1.28)
4.35 (1.17)
4.36 (0.88)
4.62 (0.78)
**
4.63
(0.88)**
4.71
(0.67)**
4.76
(0.49)**
4.80
(0.54)**
4.80
(0.45)**
4.80
(0.52)**
4.81
(0.43)**
4.82
(0.42)**
4.82
(0.42)**
4.85
(0.37)**

Pooled Mean
(SD)
4.51 (0.38)**

Table 7 H. Descriptive Statistics for the construct - Conclusion
Construct

Core Content Items

Mean (SD)

Conclusion

Report only abnormal information
Ask to have information be
repeated
Provide opinion regarding current
patient needs
Provide specific nursing plan of
care
Include read-back of all abnormal
information
Indicate patient adherence to
treatment plan
Include unmet tasks
Provide opportunity to read-back
key elements
Documentation of handoff
communication
Ensure handoff of patient has been
accepted
Provide opportunity for questions

3.54 (1.40)
3.62 (1.31)

Pooled Mean
(SD)
4.08 (0.60)

3.73 (1.24)
3.74 (1.18)
3.83 (1.40)
3.93 (1.02)
4.34 (0.93)
4.43 (0.98)
4.54 (0.89)**
4.74 (0.65)**
4.79 (0.46)**

* mean < 2.0
** mean 4.5 or >

Research Question Two
The second research question was: Do nurse educators identify with one HOC
tool for student use in simulation and clinical practice?
Educators were asked to identify the tool used during simulated patient care
practice at the institution. Twelve HOC tools, plus free text, were provided for selection.
Five tools were not selected. Eighty-five percent (n=104) of educators identified SBAR
or a form of SBAR (ISBAR, SBARR) as the most common HOC tool used. (Table 8).
Additional resources identified as being used during simulation include SOAP (n=11,
9%), IPASStheBATON (n=4, 3%), SHARQ (n=1, 1%), and 5P’s (n=1, 1%). Two
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educators identified in free text alternative resources used as The Joint Commission's
National Patient Safety Goals and a worksheet developed by institution.

Table 8. Forms of SBAR for Simulation
Form of SBAR
SBAR
ISBAR
SBARR
Total

n (%)
85 (69)
12 (10)
7 (6)
104 (85)

Participants were provided the same options when identifying a HOC tool for
student use in clinical practice. Results were consistent with simulation, noting SBAR as
the most frequent resource used in clinical practice (n=74, 60%). However, eleven
participants filled in a free text response with several indicating no format, miscellaneous,
no specific method and a report sheet developed by hospital staff.
Research Question Three
The third research question was: Are student nurses expected to engage in nurse
HOC during simulation experiences and clinical experiences?
Student nurses are predominantly expected to engage in HOC during simulation
(80%, n=98) and clinical experiences (83%, n=102).
Educator roles were evaluated in relation to student experiences. More than half
(n=69) educators spent between 25-75% of their time engaging with students in clinical.
Eighty-one educators (66%) spent more between 25-75% of their time in lecture. More
than 90% of participants reported spending less than half of their time in simulation or
skills lab. (Table 9).
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Table 9. Educator Responsibilities
Clinical
Percent of Educator
n (%)
Time
0%
7 (5.7)
less than 25%
33 (26.8)
25%-less than 50%
41 (33.3)
50% - less than 75%
28 (22.8)
75% or more
14 (11.4)

Simulation
n (%)

Lecture
n (%)

Skills lab
n (%)

15 (12.2)
80 (65.0)
21 (17.1)
4 (3.3)
3 (2.4)

10 (8.1)
18 (14.6)
44 (35.8)
37 (30)
14 (11.4)

28 (22.8)
53 (43.1)
33 (26.8)
5 (4.1)
4 (3.3)

Research Question Four
The fourth research question was: What educator characteristics are associated
with his/her perceptions of the core content?
A one-way analysis of variance (ANOVA) was calculated on participants'
perceptions of core content to the characteristics of the participant (Table 10).
Characteristics include age of the educator, years of experience as an educator, region of
licensure, and educational level of the educator and type of nursing program the educator
is most associated with. In addition, the characteristics associated with amount of time
and role the educator engage in was computed. The core content was calculated as a total
mean of all constructs.
Age of the educator was calculated using four groups. Age was grouped from
lowest to 40, 41-50, 51-60 and 61 to highest age in years. No statistically significant
difference between the educators’ age and their perceptions of the core content was noted
[F= 0.776 (df=3), p=0.51].
Years of experience was calculated in 4 groups. Experience was grouped in the
following method: 1-5, 6-10, 11-20 and more than 21 years. No statistically significant
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difference between the educators’ experience and their perceptions of the core content
was noted [F= 0.33 (df=3), p=0.82].
The state of licensure was calculated by region using the US census bureau map.
Region was grouped by West, Midwest, South and Northeast. No statistically significant
difference between the educators’ region of licensure and their perceptions of the core
content was noted [F= 0.34 (df=3), p=0.79].
Educational degree of the educator was Bachelor of Science in Nursing, Master of
Science in Nursing and Doctorate. No statistically significant difference between the
participants’ level of education and their perceptions of the core content was noted
[F=1.74 (df=2), p=0.18].
Type of nursing program the participant associated with included
LPN/Vocational, Diploma, Associate of Science of Nursing, Bachelor of Science of
Nursing and Master of Science in Nursing. No statistically significant difference between
the nursing program the educator was most associated with and their perceptions of the
core content was noted [F=1.95 (df=4), p=0.10].
Table 10. ANOVA results Educators Characteristics
Educators’ Characteristics
F (df)
Age grouped
0.77 (3)
Years of experience
0.33 (3)
Region of licensure
0.34 (3)
Educational degree
1.74 (2)
Type of program
0.24 (4)

p Value
0.51
0.82
0.79
0.18
0.91

Educators provided information regarding how much time they spend in various
learning situations with students. The learning situations included lecture, skills lab,
simulation and clinical. Educators were asked to identify percent of time spent in each
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area. Percent of time was grouped by the following: 0%, < 25%, 25 - < 50%, 50 - < 75%
and >75%. ANOVA was calculated on participants' perceptions of core content to the
time spent in each role (Table 11).
No statistically significant difference between the amount of time the educator
engaged in skills lab and their perceptions of the core content was noted [F=1.95 (df=4),
p=0.10].
No statistically significant difference between the amount of time the educator
engaged in simulation and their perceptions of the core content was noted [F=0.34 (df=4),
p=0.84].
A statistically significant difference was identified between the amount of time
the educator engaged in lecture and their perceptions of the core content was noted
[F=4.31(df=4), p=0.003 ].
A statistically significant difference was identified between the amount of time
the educator engaged in clinical and their perceptions of the core content was noted [F=
3.92 (df=4), p=0.005 ].
Table 11. ANOVA results Educators Time
Percentage of Educators
F (df)
Time
Clinical Role
3.92 (4)
Simulation
.34 (4)
Skills Lab
1.95 (4)
Lecture
4.31 (4)
* The mean difference is significant at the 0.05 level.
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p Value
.005*
.84
.10
.003*

Summary
Sixty-six percent of the core content items were perceived to be relevant and
essential for student HOC. Investigation of the core content items by construct provided a
robust method of illuminating student HOC process in relation to the core content. The
most frequently used HOC for students is SBAR. Students are expected to participate in
HOC during simulation and clinical. Educators spend most of their time in lecture or
clinical with students and very little time in simulated experiences. The amount of time
an educator spent in lecture or clinical influenced the educator’s perception of the core
content items.
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CHAPTER 6
DISCUSSION
The purpose of this study was to explore nurse educators’ perceptions of core
content for student HOC through an online survey. This chapter will discuss the research
findings presented in the previous chapter. A summary will be offered of the results as
they related to the theoretical framework. Recommendations for nursing education will
be presented as well as practice considerations. Limitations of the current study and
opportunities for future endeavors will also be explored.
A fascinating aspect of this study was the diversity of the nurse educators from all
regions of the United States with a concentration of the educators working in prelicensure nursing programs. To our knowledge a survey of nurse educators asking their
perceptions of core content for student handoff communication has not been previously
conducted.
Relationship to Theoretical Framework
Theory serves to guide research. In turn, research serves to inform theory. This
study investigated core content items for student nurse HOC. The Nurse Role
Effectiveness Model (NREM) framed this study. The aim of this theory identifies the
impact nurses have on process to affect patient outcomes.
The details of HOC are not well defined for student learning. The purpose of this
research is to bridge this gap through identifying essential content items for the handoff
process. In isolation, the core content items are a broad overview of the HOC process.
However, in recognizing the items interrelatedness through the NREM that provided
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genuine meaning for student learning. The characteristics for student behavior during the
handoff process are illuminated through the constructs. Student nurses are in the thralls of
incorporating the role of professional nurse during their educational program. The use of
the constructs links theory to explain the student characteristics for the process of HOC.
The constructs exemplify the student characteristics of skill, knowledge and experience
essential for the HOC process.
Findings Related to Question One
Question one asked nurse educators to identify their perception of 96 items for
student HOC. The perception of educators was compelling with 92 items exhibiting a
mean of 3.0 and above. Sixty-three items reflect a mean above 4.0. The results of this
study suggest considerable agreement among nurse educators on core content for student
HOC.
The trend of the items with a mean of 4.0 – 4.5 centered on general patient
characteristics. These items include characteristics associated with patient information
and condition. Patient information consists of admission date, gender, chronic conditions,
comorbidities, psychosocial status and code status. Patient condition comprises items
concerned with the physical being of the patient. The items included recent or changes in
vital signs, breathing pattern, heart rhythm, urine output, mobility, intravenous location,
abnormal lung sounds, bowel sounds as related to condition and relevant assessment.
These items correspond to general biological aspects of the patient. Items with a mean of
4.7 and above concentrated on a change in patient condition. The items include abnormal
vital signs, pain management and unexpected changes in patient condition.
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A startling outcome was the ranking of three nursing focused items, nursing care
plan, nursing care plan change and nursing diagnosis. Each item demonstrated a mean
below 4.0. Due to the dedicated amount of lecture time educators spend on nursing
process, it would have been expected these content items would rate higher. Furthermore,
students spend an exorbitant amount of time creating care plans identifying nursing
diagnosis, plan of care, patient goals, nursing interventions, and evaluation of patient
clinical care.
The core content serves as an initial framework for novice students to secure
essential components for a variety of HOC situations. Patient clinical situations present
with unique aspects to be considered during the handoff exchange. The content item
relevant assessments had a mean score of 4.36. This signified the participants awareness
that additional items would be added to HOC experience not represented as part of this
core content.
Findings Related to Question Two
Our results indicated student nurses are expected to perform HOC in simulation
and clinical patient care settings. Although educators can determine HOC resources for
student use in simulation, they are dependent on the resources available in the clinical
practice setting. Cognitive aids, such as mnemonics, have been used in healthcare for the
last two decades to standardize the HOC process (Anderson et al., 2015; Riesenberg et
al., 2009). Our research supports SBAR, or a form of SBAR, continues to be the most
frequently used resource to educate students despite limited research in the efficacy of
this tool for student use.

54

Educators rely on SBAR, however this resource conflicts with the science of
nursing. Nursing education is based on the science of nursing. The science of nursing has
its own language developed from nursing science. Students are introduced to this
language during lectures and textbook reading. SBAR roots are in medicine. SBAR is an
ambiguous mnemonic with little to no relationship to the science of nursing. Educators
ought to integrate the science of nursing in all facets of the student learning (Benner,
2004).
To enhance understanding of the content items for HOC, the items were
considered for their interrelatedness. Clustering of the related items revealed eight
nursing constructs: Introduction, Patient Identification, Health History, Assessment, Vital
Signs, Medication Communication, Clinical Surveillance and Conclusion. The eight
constructs link the language and culture of nursing science into the process of HOC. The
use of these constructs contextualizes the HOC process through a nursing lens. The
constructs frame the student’s conversation capitalizing on common language and
knowledge based in the science of nursing.
The following will explain each construct in relation to the results of data analysis
and usefulness in student HOC.
Constructs
Introduction
Although structure and standardization are regularly suggested as a prerequisite
for HOC, the notion of a proper introduction is noticeably absent in the literature. Of the
constructs, Introduction has the second highest mean 4.27 (SD=0.79). The core content
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embedded with this construct emphasizes the development of professional identity
through introduction of self, role, reason for communication and identification of the
person the student is speaking with. The development of professional identity is an
essential element of student characteristics for HOC.
Our finding of SBAR as the most common form of HOC for students does not
establish an opportunity for a proper introduction. Only ten percent (n=12) of the
educators indicated the use of ISBAR in which the “I” represents introduction.
Experienced nurses implicitly recognize introduction as part of the handoff experience.
Novice nurses rely on guidelines, rules and regulations to develop and formulate effective
clinical practice behaviors (Dowding et al., 2012). Ensuring the introduction is embedded
in the HOC process provides the guidance student nurses require for success in their role.
A surprising result was the variation educators identified with in the use of
student first and last name. Student first name (M=4.46) was valued more than the use of
last name (M=3.72). Communication is facilitated between individuals by establishing a
sense of trust. Burke and colleagues argue “The first step in effective and safe
communication is professional introduction” (Burke, Leblanc, & Henneman, 2016, p.
115). To convey a sense of professionalism, student introductions should include both
first and last name. Respectful professional collaboration during HOC may aid in
reducing patient care errors (Streeter & Harrington, 2017).
Patient Identification
Standardized tools vary considerably in the manner and information used to
identify the patient. The mnemonic SBAR references “S” as situation, which implies the
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inclusion of patient identification. The “P” in PACE acknowledges the patient, however,
it does not indicate what details associated with patient identification should be shared.
Identifying the patient’s name is the most common detail included in HOC. Our
results support the patient’s first and last name are both a priority in the process.
However, the patient’s age (M=4.56 SD=0.72) was more meaningful than the patient’s
date of birth (M=3.30, SD=1.48). It may be viewed as troublesome to calculate age when
provided the date of birth. Participants also regarded the patient’s admission date and
gender as important in HOC. Together these content items establish key pieces of patient
information to frame the handoff process.
Health History
Often the patient’s health history is reported immediately after patient
identification information. This may be referred to as clinical history. Health History
included 14 core content items with medical diagnosis ranking the highest (M=4.74,
SD=0.61). This result suggests a medical focus rather than a nursing.
Considerations of the patient’s past health and wellness serve as a reference for
the student when assembling an image of the current patient situation. It emerged from
this study that allergy information, isolation status, fall risk status and interventions from
recent past that impact this admission are important when capturing the patient’s history.
An accurate understanding of this information creates a holistic picture of the patient and
creates a framework for the student to build upon.
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Assessment
Assessment is considered among the basic skills necessary for clinical nursing
practice. Assessment is the gathering of information through inspection, auscultation and
palpation of the patient’s physical being. Assessment skills are introduced and practiced
to properly prepare the student for clinical practice. Assessment is conducted to formulate
a baseline of the patient’s situation in order to establish a nursing diagnosis (Rhudy &
Androwich, 2013).
Interestingly, Assessment (M=3.89) had the lowest pooled mean of all eight
constructs. Of the 18 content items, only one had a mean above 4.5. The highest item was
provide information on patient’s level of consciousness (M=4.61, SD=0.83). The core
content for this construct is related to body systems. Although the literature agrees
competency in the skill of assessment is necessary, no specific checklist for patient
assessment exist for prelicensure students (Fennessey & Wittmann-Price, 2011; Giddens,
2007). Assessment centered on the body systems draws from the student’s prerequisite
nursing course work. Nursing students engage in physical assessment coursework. This
promotes the use of the body systems as a framework for student assessment.
Vital Signs
A full set of vital signs measures blood pressure, oxygen saturation, pulse rate,
respiratory rate, and temperature (Jarvis, 2011). Reporting the most recent oxygen
saturation level (M=4.57,SD=0.83) was identified as the most valued content item in this
construct. Accurate and timely monitoring of vital signs is a routine responsibility of
nursing students. Vital signs are a primary source of patient information. This
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information reflects bodily function in response to treatment. Obtaining and conveying
vital signs provide evidence of the patient’s status. Students’ have been challenged to
effectively report accurate vital signs during HOC (Krautscheid, 2008; Yu & Kang,
2017). This would suggest students would benefit from the inclusion of the construct
Vital Signs as part of the HOC process.
Medication Communication
Effective medication communication is essential to patient safety (Manias, 2010).
Six of the ten core content items for Medication Communication had a mean above 4.5.
This suggests medication communication is a vital part of student HOC. Core content for
Medication Communication include intravenous fluid and rate, changes in medication
orders and information relating to pain medication. The results demonstrated a balance
when communicating medications. Educators did not identify the need to communicate
all medications (M=3.35, SD=1.40) and recognize it was insufficient to report on none of
the patient’s medications (M=1.77, SD=1.27). The patient’s clinical status relating to pain
medication, time of medication and patient response were the most valued content items
when communicating medication information. It is critical for students to grasp the
importance of communicating pain medication information during the handoff process.
Clinical Surveillance
Clinical Surveillance is an overlooked construct in nursing. It may be considered
the synonym for assessment. This is an incorrect assumption. Clinical Surveillance is
purposeful and ongoing acquisition, interpretation and synthesis of patient data for
clinical decision-making (Dresser, 2012; Henneman, Gawlinski, & Giuliano, 2012; Kelly
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& Vincent, 2011; Titler, 1992). Surveillance is a nursing intervention purported for the
collecting and analyzing of data. Subsequently, data is synthesized for meaning and
purposefully shared with other members of the healthcare team (Brier et al., 2015;
Henneman et al., 2012).
Patients are under the watchful eye of nurses is surveillance in action. Students
are familiar with the term and skill associated with assessment. As part of the educational
process students are required to take a physical assessment course. However, the
terminology and the skill of surveillance is not as widely acknowledged in nursing
education.
All but two of core content items for Clinical Surveillance demonstrated a mean
above 4.0. These items reflect the watchful eye of the student to detect and respond to
changes in the patient condition. Distinguishing the difference between assessment and
surveillance in student knowledge and skill development advances their preparation for
practice. Clinical Surveillance is an nursing intervention that has demonstrated a positive
impact on patient outcomes (Rhudy & Androwich, 2013; Shever, 2011; Voepel-Lewis,
Pechlavanidis, Burke, & Talsma, 2013). The core content of Clinical Surveillance
emphasizes attentiveness of the student to the potential changes in a patient over time.
Conclusion
The Joint Commission’s National Patient Safety Goal recommends healthcare
professionals have opportunity to ask and respond to questions. This part of the exchange
is often overlooked or implied with commonly used mnemonics. Abraham et al. (2016)
discuss phases occurring during HOC. The first phase is guided by the sender and
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informative in nature. The second phase focuses on the receiver. It is based on the
message being understood with an opportunity for clarification by the receiver (Brittain
& Carrington, 2019; Carrington, 2012).
Three content items focus on receiving the message include repeat information,
read-back key information and ask questions. The item ask questions is the highest
ranked item in this construct. These items empower the receiver to actively engage in the
handoff process as well as encourage accuracy in the exchange. Student nurses often
remained silent or uncertain during HOC (Dowding et al., 2012; Palese et al., 2019). The
construct Conclusion ensures the student’s understanding of both the sender and receiver
role before the communication is complete.
Findings Related to Question Three
This question asked educators if students are expected to perform HOC in
simulation and clinical. An overwhelming percentage of educators indicated students are
expected to perform HOC in both environments. Our research showed many of the
educators engage in clinical experiences with students. Although SBAR was identified as
the HOC commonly used in clinical, several educators noted no format, miscellaneous,
no specific method and a report sheet developed by hospital staff. These responses bring
to light the disparity between structured student learning experiences in simulation and
the inadequate teaching-learning opportunities that can be presented in clinical.
Simulation promotes structured teaching opportunities designed to maximize
student learning. Interestingly, very few educators participate in simulation. Simulation
has become a key aspect of nursing education. Educators ought to have vested interest in
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simulation situations to link lecture and clinical learning of HOC for student skill
development.
Findings Related to Question Four
There was no credible evidence to indicate characteristics of the participant (age
of the educator, years of experience as an educator, region of licensure, and educational
level of the educator and type of nursing program the educator is most associated with)
influenced the participants' perceptions of core content items.
Interestingly, the amount of time and the role the educator engaged in was
significant. The educator’s opinions regarding student HOC appears to have less
consensus across the various roles and time spent in the role. However, the more clinical
or lecture time the educator engages in, the more likely the educator is invested in the
student HOC experience.
Educational Recommendations
Experienced nurses seek a variety of resources for patient information beyond
HOC to include the patient chart (Taylor, 2002). In review of core content items with a
mean below 4.0, the patient chart may be the more desirable source of information for
students. (Table 11).
Educators may consider incorporating additional teaching and learning
experiences focusing on extracting pertinent patient information from the chart as a
precursor to student HOC. This could include a designated patient sheet with the abovementioned items for students to fill out during the chart review. This also supports some
patient information can be provided asynchronous, minimizing the need to verbal or
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repeat information. This step in the handoff process may improve student preparation for
HOC and focus on the narrative information associated with the patient.
Table 12. Pre-Handoff Communication Content Items
Core Content
Identify patient’s medical record number
Include x-ray results
List all past surgical interventions
State patient’s date of birth
Communication all patient medications
Include baseline temperature
Report current labs
Verbalize baseline respiratory rate
Report baseline pulse rate
Include the nursing unit
Include baseline blood pressure
Include baseline oxygen saturation level
Include routine patient chart information
Identify patient’s room number

Mean (SD)
2.79 (1.45)
3.20 (1.27)
3.22 (1.15)
3.30 (1.48)
3.35 (1.40)
3.39 (1.42)
3.54 (1.26)
3.62 (1.38)
3.64 (1.36)
3.72 (1.36)
3.84 (1.28)
3.87 (1.31)
3.80 (1.18)
3.94 (1.16)

Our results indicate the medical diagnosis (M=4.74, SD 1.33) was valued more
than the nursing diagnosis (M=3.59, SD 0.61). This was not an unexpected result.
Educators introduce patient problems based on medical diagnosis during lecture. In view
of the high regard for the medical diagnosis, this researcher recommends nursing
education consider contemporary approaches to educating students during lecture. One
with a nursing emphasis instead of the medical model.
An example of this would be a concept-based nursing curriculum. This involves
examining concepts that link to the delivery of patient care, such as hypovolemia. This
concept is taught through examination of the signs and symptoms of this condition and
appropriate nursing care associated with the concept. The concept of hypovolemia can be
applied when considering post-partum hemorrhage, post-operative internal bleeding or
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motor vehicle accident with a femoral bleed. Concept based learning moves the
conversation from a medical diagnosis and to one focused on nursing knowledge and
patient treatment.
Practice Considerations
It is important to consider the translation of research into practice (Huston, et al,
2018). Two aspects to examine in the translation of this research include the adaptation of
the evidence into the educator’s teaching practice and the timeliness of educational
practices to effectively prepare student nurses for the dynamic clinical environment.
The educational model for student learning ought to be established in evidencebased research to promote student-centered learning that fosters critical thinking. The
results of this research are based in the language of nursing science. The use of constructs
for student learning enhance the students command of the HOC process. A model of
teaching focused on student-centered learning and critical thinking shifts from content
driven memorization to the development of analytical thinking and problem solving
(Huston, et al, 2018). Contemporary educational pedagogy situated in evidence
stimulates active learners.
The evolving clinical practice environment may challenge educators to prepare
students in a timely manner. Technology is consistently updated and modified to meet the
need of the user. Handoff communication has been integrated into electronic health
records across healthcare settings. Preparing students to effectively conduct an electronic
HOC process may vary from institution to institution. This is due to the type of electronic
model used as well as if students are provided access to the resource.
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Keeping up with evolving change in clinical practice is an impossible feat for
educators (Huston, et al, 2018). This reinforces the need for students to have a command
of HOC language that is transferable to various settings while encouraging flexibility in
the student nurse. Flexibility supports openness to the HOC method used in each unique
healthcare setting. Developing active learners and framing the HOC process in evidence
maximizes clinical preparedness of student nurses for entry into practice
Research Limitations
The use of an online survey allowed access to nurse educators from across the
US. However, this study was not designed with the opportunity to follow up with
respondents or facilitate focus groups. Incorporating these methods in the study design
would have enhanced the opportunity to validate the core content items in relation to the
construct.
Another limitation of our study was the lack of diversity in the participant’s race.
Suggestions for Future Research
This the first known research to investigate isolating core content for student
HOC. As the genesis of such work, it would be naïve to believe it is all encompassing.
Further research would be necessary to examine for missing core content items or
removed items that do not contribute well to the construct. This could be investigated by
two different methods. One method would be to conduct focus groups with expert
educators. This opportunity with key stakeholders would provide a fuller picture of
student experiences and educators expectations. A second method would be to examine
student nurse HOC behavior during simulation. Observing behavior can expand the
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researcher’s understanding from the novice perspective. This approach would allow the
researcher to compare student nurse behavior to the constructs and core content items.
The knowledge from such work would add to the student nurse characteristics needed for
the process of HOC.
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CHAPTER 7
CONCLUSION
Standardization of HOC has been identified as a patient safety initiative by The
World Health Organization, The Joint Commission and Agency for Healthcare Research
and Quality (Arora & Johnson, 2006; Johnson & Arora, 2009). Practice has embraced
numerous mnemonics to address standardization of this process. Although SBAR was
developed for a specific type of communication, nurse to physician regarding a
deteriorating patient, it remains the most frequently cited method used in practice and
education. The unmet challenge with standardization of this process is the details by
which HOC is completed. Our present use of mnemonics lacks the uniformity of core
content to be exchanged during student handoff communication.
Considerable agreement was identified among nurse educators on core content
items for student HOC. Ninety-two items exhibiting a mean of 3.0 and above and sixtythree items reflecting a mean above 4.0. The items focused on general patient
characteristics to include patient information and physical condition. The highest ranked
items concentrated on a change in patient condition, treatment to mitigate the change and
patient response to treatment. These items reflect the importance of clinical surveillance.
We identified eight constructs to contextualize the core content items:
Introduction, Patient Identification, Health History, Assessment, Vital Signs, Medication
Communication, Clinical Surveillance and Conclusion. The highest valued construct was
Clinical Surveillance. This nursing intervention can be challenging to illuminate in
nursing education due to illusive nature of noticing incremental changes in patient
condition for student nurses. Yet, the importance of being able to conduct surveillance
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was perceived to be of value to educators. Introduction was the second highest valued
construct. Establishing a foundation for handoff communication through an introduction
may seem obvious to an experienced nurse but is necessary for students entering into
practice. Assessment and Vital Signs faired the lowest among the constructs. This leaves
one to wonder if nursing education would benefit from re-framing the conversation
around these constructs for student learning.
The logical coherence of constructs introduced during lecture and applied to
clinical patient care fosters a student’s formation of nurse centric knowledge. The
overarching goal for prelicensure nursing education is to prepare students for nursing
practice across diverse populations and various healthcare settings to provide safe, high
quality patient care. Nurse educators ought to design teaching-learning encounters for
students to develop a sense of salience, clinical imagination, and formation of
professional identity (Benner, et al., 2010). Our research illuminates core content items
and constructs for the preparation of student nurses in HOC. This a first step in
constructing a framework for student nurses to gain the required knowledge, skill and
attitude for effective HOC.
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APPENDIX A
HANDOFF COMMUNICAITON SURVEY
Part I – Demographics
Are you or have you been a nurse educator?
❑ No – stop here. You are not eligible to participate in this survey.
❑ Yes – please continue.
1. Today’s Date (day/month/year) ______/______/________
2. Age in years: ____
3. Gender:

❑Male

❑Female

4. Please specify your ethnicity.
❑ White
❑ Hispanic or Latino
❑ Black or African American
❑ Native American or American Indian
❑ Asian / Pacific Islander
❑ Other, please specify: __________________________________________
5. What state are you currently licensed to work in? _______________
6. What is the highest degree or level of school you have completed? If currently
enrolled, highest degree received.
❑ Diploma certificate
❑ Associate degree
❑ Bachelor’s degree
❑ Master’s degree
❑ Doctorate degree
7. Your status as an educator is…?
❑ Full time
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❑ Part time
❑ Retired
8. How many years have you been engaged as a nurse educator? __________
9. What program level are you most affiliated with as a nurse educator?
❑ Licensed Practical/Vocational Nurse
❑ Diploma certificate
❑ Associate degree
❑ Bachelor’s degree
❑ Master’s degree
❑ Doctorate degree
10. How much of your time do you spend on clinical educational responsibilities?
0%, I spend no time on these activities.
More than 0% < 25%
25% - < 50%
50% - < 75%
75% or more
11. How much of your time do you spend on simulation educational responsibilities?
0%, I spend no time on these activities.
More than 0% < 25%
25% - < 50%
50% - < 75%
75% or more
12. How much of your time do you spend on skills laboratory educational
responsibilities?
0%, I spend no time on these activities.
More than 0% < 25%
25% - < 50%
50% - < 75%
75% or more
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13. How much of your time do you spend on lecture-related educational responsibilities?
0%, I spend no time on these activities.
More than 0% < 25%
25% - < 50%
50% - < 75%
75% or more

Part II. Program Information
1. Does your program include handoff communication in the lecture portion of the
curriculum?
❑ Yes
❑ No
2. Are students expected to perform handoff communication in simulation?
❑ Yes
❑ No
3. Do students use a specific handoff method in the simulated experience?
❑ Yes
❑ No
❑ Not applicable
4. If you answered yes, to the previous question please identify what handoff
communication method is used at your educational institution. Select all that apply.
❑ SBAR
❑ ISBAR
❑ SBARR
❑ IPASStheBATON
❑ IDEAL
❑ HEAR
❑ 30 second HTT
❑ 3 W’s
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❑ SHARQ
❑ 5 P’s
❑ NUTS
❑ SOAP
❑ Other, please specify:
________________________________________________
5. It is expected that student perform handoff communication in clinical?
❑ Yes
❑ No
6. Does the clinical agency use a specific handoff communication method?
❑ Yes
❑ No
7. Do students receive training by the clinical agency in handoff communication?
❑ Yes
❑ No
8. If you answered yes, to the previous question please identify what handoff
communication method is used at the clinical agency.
Select all that apply
❑ SBAR
❑ ISBAR
❑ SBARR
❑ IPASStheBATON
❑ IDEAL
❑ HEAR
❑ 30 second HTT
❑ 3 W’s
❑ SHARQ
❑ 5 P’s
❑ NUTS
❑ SOAP
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❑ Other, please specify:
________________________________________________

Part III – Handoff Communication
Simulated nursing education is intended to prepare students for clinical practice while
providing the opportunity to evaluate student performance. To best evaluate student
performance in handoff communication, a necessary first step is to identify the behaviors
of handoff communication.
Although handoff communication scenarios vary, we are interested in identifying the
common handoff communication behaviors that lead to successful student nurse
performance during simulation. Please read each of the statements below and indicate the
value you associate with each behavior when a student performs handoff communication.
•

If you feel the behavior must be performed, you would indicate the behavior as
essential.

•

If you feel the behavior does not need to be performed you would indicate the
behavior as not necessary.

•

In addition to essential and not necessary, use optional, useful, and relevant to
indicate the value you associate with each behavior.

Do not take too long to respond to each item. Your immediate reaction is very
informative.
Mark only one box for each question.
How important is it for a student to perform the following behaviors during simulated
handoff communication?
Not
Necessary
1
2

Include routine patient information available
in the chart.
The student states his/her first name.

3

The student states his/her last name.

4

The student indicates his/her role.
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Optional Useful

Relevant Essential

5

Confirm the first name of the person the
student is speaking to.

6

Confirm the last name of the person the
student is speaking to.

7

Confirm the role of the person the student is
speaking with.

8

Identify patient’s first name.

9

Identify patient’s last name.

10 Provide the patient’s gender.
11 Provide the age of the patient.
12 State the patient’s date of birth.
13 Identify the patient’s medical record number.
14 Include the nursing unit the patient is on.
15 Identify the patient’s room number.
16 Provide a reason for this communication.
17 Include the date of admission.
18 Indicate the nursing diagnosis related to
patient admission.
19 Identify the admitting medical diagnosis.
20 Report general patient information in the
communication.
21 Verbalize the patient’s code status.
22 Identify patient allergy information.
23 Report patient co-morbidities.
24 Identify the patient’s chronic health
conditions.
25 List all past surgical interventions.
26 Report any interventions that occurred within
the recent past and impact this admission
only.
27 Include psychological status.
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28 Identify family/significant other involvement.
29 Report isolation information.
30 Communicate all patient medications.
31 Report none of the patient’s medications.
32 Verbalize only medications related to current
patient condition.
33 Verbalize changes in medication orders.
34 Communicate pain medication.
35 Include the time of last dose of pain
medication.
36 Report patient response to pain medication.
37 Share information regarding intravenous
location.
38 Identify rate of intravenous fluid.
39

Include the type of intravenous fluid.

40 Identify patent’s general appearance.
41 Report a change in patient condition since
admission.
42 Indicate the time of onset of condition
change.
43 Report symptoms associated with change in
condition.
44 Identify treatment interventions after onset of
change in condition.
45 Report patient response to intervention.
46 Provide information regarding general patient
physical condition.
47 Report physical assessment findings relating
to the admission condition.
48 List only the most relevant observations of
physical assessment.
49 Provide information on patient’s level of
consciousness.
50 Include only changes in level of
consciousness.
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51 Verbalize the color of nail beds.
52 Report skin temperature.
53 Identify integrity of skin.
54 Report breathing patterns.
55 Include heart rhythm.
56 Include only changes in vital signs.
57 Verbalize only abnormal vital signs as related
to the condition.
58 Include most recent blood pressure.
59 Report abnormal blood pressure.
60 Include baseline blood pressure.
61 Include baseline temperature.
62 Verbalize abnormal temperature.
63 Identify most recent temperature.
64 Report baseline pulse rate.
65 Include abnormal pulse rate.
66 Identify most recent pulse rate.
67 Verbalize baseline respiratory rate.
68 Include abnormal respiratory rate.
69 Report most recent respiratory rate.
70 Report oxygen saturation level.
71 Include baseline oxygen saturation level.
72 Verbalize only abnormal lung sounds.
73 Communicate only abnormal lung sounds.
74 Report urine outcome for the shift.
75 Include dietary intake during the shift.
76 Report bowel sounds when normal.
77 Report bowel sounds only when related to
present condition.
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78 Identify mobility status.
79 Indicate fall risk status.
80 Report current lab values.
81 Identify only critical lab values.
82 Include x-ray results.
83 Include x-rays pertain to the condition.
84 Provides his/her opinion regarding the current
patient needs.
85 Explain what she/he sees as the patient’s
immediate problem.
86 Provide a specific nursing plan of care.
87 Indicate patient adherence to treatment plan.
88 Share anticipated changes in patient care.
89 Include unmet tasks.
90 Ask to have information to be repeated.
91 Repeat only abnormal information.
92 Provide an opportunity for questions.
93 Provide opportunity for read-back of key
elements.
94 Include read-back of all abnormal
information.
95 Documentation of handoff communication.
96 Ensure handoff of patient has been accepted
at the end of communication.
Are there any other behaviors that you feel are essential for a student to perform that were not
included in this survey?
Use the following area to write in any comments you have regarding handoff communication.
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APPENDIX B
INTRODUCTION LETTER
Greetings Colleague(s),
We are developing an instrument to assess student performance during handoff
communication. To achieve this goal, we are conducting a brief survey of nurse educators
to identify all components considered necessary for successful handoff communication
performance.
The survey will take 15 minutes to complete and will close on October 31, 2014.
We are conducting this study because nursing education lacks standardized measures to
evaluate handoff communication performance. Although you will not directly benefit
from this research, your participation will assist in the development of a standardized
nursing educational instrument for handoff communication.
Although we believe there are no risks associated with this research study, the risk of a
breach of confidentially is always possible. To minimize risk, we will not collect any
identifying information. Although we are not collecting identifying information, we will
store all data in a password protected electronic format. Data will be reported in
aggregate form and only shared with University of Massachusetts Amherst
representatives.
This survey has been approved by the University of Massachusetts, Amherst, Institutional
Review Board. We are asking you to participate in a research study. Your participation is
voluntary. If you have questions about your rights as a research participant, you may
contact Kelley McAfee, the PI, at 518-260-2102 or the University of Massachusetts,
Amherst, Institutional Review Board. You may reach the board office between 8:00am
and 5:00pm Monday through Friday, by calling (413) 545-5283 or by writing
to: Institutional Review Board, Office of Research Compliance, University of
Massachusetts, Amherst, 70 Butterfield Terrace, Amherst, MA 01003-9242.
If you are willing to participate, clicking on the link below.

https://app.askmonocle.com/c/sNBIku1AwA
Your support in this process is greatly appreciated!
Sincerely,
Kelley A. McAfee, MS, RN
University of Massachusetts, Amherst
College of Nursing
PhD Student
(518) 260-2102
kmcafee@nursing.umass.edu
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APPENDIX C
CONSENT FOR HANDOFF COMMUNICATION
You are being invited to participate in a research study titled Nurse Handoff
Communication. This study is being conducted by Kelley A. McAfee, MS, RN, from the
University of Massachusetts Amherst, College of Nursing. You have been selected to
participate in this study because you are a nurse educator.
The purpose of this research study is to develop a standardized nursing educational
instrument for handoff communication. If you agree to participate in this study, you will
be asked to complete an online survey. This survey will take you approximately 20
minutes to complete. The 1st section of the survey asks general questions about you. The
2nd section asks questions about the educational program you are affiliated with. The 3rd
section contains items associated with handoff communication for you to select a rank of
how essential the item is for handoff communication.
You may not directly benefit from this research; however, your participation in the study
will provide an understanding of effective handoff communication. This will inform
educational strategies for nursing student handoff communication.
We believe there are no risks associated with this research study; however, as with any
online related activity the risk of a breach of confidentially is always possible. There are
several steps to maintain the confidentiality of your answers in this survey. To minimize
risk, we will not collect any identifying information. Although we are not collecting
identifying information, we will store all data in a password protected electronic format
and only members of the research team will have access to the data. Results from this
research will only be reported in aggregate form.
Your participation in this study is completely voluntary and you can withdraw at any
time. You are free to skip any question that you choose.
If you have any questions about this project or if you have a research related problem,
you may contact the researcher, Kelley McAfee at (518) 260-2102. If you have any
questions concerning your rights as a research subject, you may contact the University of
Massachusetts Amherst Human Research Protection Office (HRPO) at (413) 545-3428 or
humansubjects@ora.umass.edu.
By clicking “I agree” below you are indicating that you are at least 18 years old, have
read and understood this consent form and agree to participate in this research study.
Please print a copy of this page for your records.

I Agree

I Do Not
Agree
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